Stigma is a well known obstacle in the recovery of people living with severe mental illness. Stereotypes, prejudice, discrimination and a desire for greater social distance are common among the general public, as well as among health and even mental health workers. Although stigma exists worldwide (and has done so throughout history), its effects vary, depending (as with all social processes) on the cultural context in which it appears. It affects coping strategies, disclosure and helpseeking, and has many other profound effects at the personal, familial and community levels (Mascayano et al, 2015) . Examining stigma in local contexts in Argentina may lead to better research design and better national policies, and convey important lessons for other countries as well.
We make use of a recent historic transformation in Argentina -the 2010 National Mental Health Law -to examine ramifications of the new orientation towards providing mental health services in the community. We review research published after implementation of the law, examining articles addressing the stigma of mental illness in Argentina. We analyse the methods and outcomes reported in these articles to draw conclusions for future research and policy regarding the current transformation of the local mental health system.
Stigma research in Argentina in context
Argentina has recently been categorised as a high-income country. Of its population of some 42 million, less than 10% live in rural areas. Regarding mental healthcare, from 2001 to 2010, Argentina was gradually transitioning from hospital-based to community-based care. According to the National Health Department, the number of beds in public psychiatric hospitals dropped during those years by 51% (from 21 000 to 10 691), but still represented 89% of the total 11 532 in-patient beds available for people with mental illness. That is, a mere 7% were located in general hospitals and 4% in community care centres (Dirección Nacional de Salud, 2010) .
Accelerating this transformation to communitybased care was the enactment of a human rights-centred National Mental Health Law, passed in 2010, which fully adopts the social model of disability and follows the 2006 United Nations Convention on the Rights of Persons with Disabilities. The law explicitly grants protection from discrimination, despite not mentioning the term 'stigma', by declaring that 'everybody has the right not to be discriminated against because of a current or previous mental health condition '. Complementary to this statement, the more recent National Mental Health Plan (2013) declares that 'stigma is the first aim and problem to be addressed'.
Given this milestone, it is no wonder that there has been more research into stigma in the past 5 years than was done in the previous 45 years. Our focus in this paper is on how stigma has been investigated, and its implications for Argentina's ongoing transformation to community mental health.
Research regarding stigma in Argentina since 2010
A literature search was conducted using PubMed, PsycINFO Data base, Scielo, Bireme and Lilacs, with the terms 'stigma', 'mental illness' and ' Argentina', for publications appearing up to April 2015. We narrowed the selection to empirical studies using quantitative or qualitative methods that focused explicitly on stigma towards mental illness, and found eight papers that were published after 2010 (Table 1) .
Regarding methodology, all the quantitative studies were cross-sectional, mostly located in the Buenos Aires metropolitan area, and none of them recruited representative samples. Only one study solely used a qualitative approach and two others used mixed methods. These studies included a range of respondents: community members, service users, psychology and other students, carers and mental health practitioners. They addressed public stigma, perceived and self-stigma, and institutional or structural stigma. People with substance misuse disorders had not been targeted for research, despite some evidence that this group is the most stigmatised population (Ardila-Gómez et al, 2015) .
Findings are organised in terms of their implications for implementation of community mental health services in Argentina.
Public stigma
The general population reported a low social distance from people with schizophrenia, with 80% of a local sample endorsing less than one-third of the maximum possible 'social distance' score. Still, one in four people surveyed declared that they would feel disturbed about working with a person with schizophrenia (Leiderman et al, 2011) . People living in close proximity to former in-patients showed less discriminatory attitudes to people with mental illness than non-neighbours, thus suggesting that personal contact yields better acceptance of people with mental illness (Ardila-Gómez et al, 2015) . However, this finding was somewhat disputed by Leiderman et al, whose study showed that those who were familiar with people with schizo phrenia did not show significantly less social distance than the general population. Overall, while there remains strong resistance to accepting people with mental illness, people may benefit from everyday contact with those with mental illness living in the community, as investigated in other contexts by Corrigan et al (2007) .
Consumer/self-stigma
Regarding consumer/self-stigma, a mix of findings emerge. Self-stigma appears to lead to negative psycho logical outcomes, as an association was found between perceived stigma, social functioning and severity of affective symptoms , with stigma affecting quality of life and self-esteem (Mileva et al 2013) .
With regard to characterising levels of selfstigma in Argentina, the results are contradictory. On the one hand, Digiuni et al found that Argentinian psychology students, compared with UK and US samples, would expect lower levels of perceived To adapt the Inventory of Stigmatizing Experiences (ISE) and to evaluate its basic psychometric properties among Argentinian people with bipolar disorder
The Stigma Experiences Scale (SES) and the Stigma Impact Scale (SIS) were administered to patients with bipolar I and bipolar II disorder in Argentina (n = 178) and Canada (n = 214). (Quantitative) Saldivia et al (2014) 164 (people with schizophrenia and related psychoses -service users)
To develop a cross-cultural measure of the stigma perceived by people with schizophrenia
Items for the scale were developed from qualitative group interviews with people with schizophrenia in six countries (18 from Argentina). The scale was then applied in face-to-face interviews. (Quantitative and qualitative)
Institutional stigma Druetta et al (2013) 517 (mental health practitioners)
To determine general demographics, attitudes and social distance of mental health workers in relation to people with schizophrenia 27 questions in six sections; last section was an adaptation of Link's Social Distance Scale. social stigma if they had received psychological treatment. Another study found that people with bipolar disorder reported fewer stigma experiences in Argentina than in Canada (Mileva et al, 2013) . A third study reported that people with schizophrenia had few perceptions of discriminatory attitudes in custodial institutions (Wagner et al, 2011) . However, another study found that people with schizophrenia in Argentina fared worst or near-worst on four dimensions of perceived stigma (informal networks, socio-institutional, health professional and self-stigma) in a comparison with five other countries (Saldivia et al, 2014) . Thus, while the absolute level of self-stigma experienced in Argentina by varying types of consumers (except for those with schizophrenia) may be reported to be somewhat less than in other areas of the world, it is nevertheless associated with negative psychological outcomes -as in other countries.
Institutional (or structural) stigma
Mental health practitioners held significant discriminatory attitudes (Druetta et al, 2013; Saldivia et al, 2014) and those with more work ex perience showed greater social distance desire than younger ones. Thus, reducing stigma by providing more traditional clinical services would be ineffective in Argentina. Scarcity of community-based services was hypothesised to contribute to these more stigmatising attitudes among clinicians (Wagner et al, 2011; Saldivia et al, 2014) .
Conclusions
As Argentina is moving towards community-based treatments, studies regarding stigma are pro liferating and may help to overcome barriers in the full implementation of the National Mental Health Law. As an initial conclusion based on the above studies, while increased education efforts may help to reduce stigma in the general population, increased contact in collaborative situations that take place in the community rather than in clinical settings, in addition to interacting with con sumers at different stages of recovery, might facilitate stigma reduction among practitioners. Methodologically, most of the samples in the studies examined were non-representative in nature; moreover, the studies focused solely on attitudes. Emphasising the study of real-life experiences of discrimination (Thornicroft, 2006) and the use of representative population samples would increase confidence in research findings and provide a methodologically rigorous way to track stigma change as more community mental health services are implemented.
Another important gap we found is that the identification and measurement of culture-specific aspects of stigma are limited. Little information exists regarding how stigma is embodied in different Argentinian subgroups or locations distant from Buenos Aires, or regarding how important cultural values (e.g. strong family bonds) might protect people with mental illness in Argentina. These culture-specific aspects of stigma could be examined with systematic research using stigmaspecific frameworks (Mascayano et al, 2015) .
It is our hope that a broad collaborative taskforce made up of academic researchers, mental health service staff, users, policy-makers, journalists and non-governmental organisations (NGOs) can bring forth new studies and a national campaign on stigma more sensitive to local idiosyncrasies, respectful of experiences from diverse perspectives and stakeholders, and grounded in the best empirical science.
